Section of Surgery 705
Operation.-This was performed under left paravertebral and left post-splanchnic regional and light general anesthesia. A large, pinkish-white, nodular tumour was found, involving the stomach and transverse colon, with numerous large veins coursing over its surface. The colon was divided with the cautery at the middle of the transverse and at the middle of the descending parts. The stomach was divided beyond the pylorus and just above the limit of the growth. The colon was united by an end-to-end junction, and an anterior anastomosis of the Polya-Balfour type was performed between the cut end of the stomach and the jejunum. A cascostomy was established through a stab wound in the right iliac fossa, and a transfusion of 500 c.c. whole blood was given at the completion of the operation.
Specimen.-The tumour is a large, pinkish white, nodular mass of firm tissue, which would appear to have originated in the neighbourhood of the greater curvature of the stomach and to have extended into the transverse meso-colon, to the right of the splenic flexure. On section it showed firm, whitish growth with local areas of haemorrhage. The mass includes stomach, spleen and colon.
Microscopically.-The muscle layers of the gut were infiltrated by masses of spindle cells. These masses are seen to merge gradually into adult fibrous tissue. The irregularity in size and shape of cells is not marked, nor is there marked hyperchromatism in the nuclei. Mitoses are rare.
These appearances are considered to be consistent with a diagnosis of locally malignant cellular fibroma, without metastases.
Postscript aged 54. A swelling was first noticed in the neck in 1925 following a dental abscess. In 1927 there was a definite mass'of enlarged glands at the angle of the jaw, and as the tonsils were manifestly septic they were removed by enucleation; they showed no signs of malignancy. Hodgkin's disease was suspected, but no further evidence of it could be found. Wassermann reaction negative. The mass increased slowly in size and the patient lost weight. Examination for a primary malignant focus in the pharynx was negative.
Operation, March, 1927, by Mr. Gordon-Taylor, under local and light general anasthesia. A block dissection of the neck was effected and it was found that there was a tumour at the bifurcation of the internal and external carotid arteries. This was very adherent and partly surrounded the vessels: it was separated from these with considerable difficulty. The vagus, however, was so incorporated with the tumour that a considerable section had to be resected: the sympathetic cervical chain was also divided. Convalescence was satisfactory and uneventful.
Division of the nerves has been followed by paralysis of the vocal cord, with some alteration in voice; also by enophthalmos and slight dropping of the eyelid.
In March, 1928, a year later, a swelling had appeared in t he neighbourhood of the scar; this was excised. Section showed that it consisted of scar-tissue around ligatures with some foreign-body giant cells.
There have been no further signs and the patient at the present time is perfectly well. Macroscopically.-The tumour is of soft consistence with a well-defined capsule. The cut surface has a spongy appearance produced by the presence of numerous small vascular slits and channels. In places the surface is pale in colour, in others there are deep red vascular patches resembling cavernous angiomata in appearance.
Tumour of the Carotid
Microscopically.-The bulk of the tumour is made up of cells with pale, reticular nuclei. Throughout the greater part of the section the tumour cells are arranged in
